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Division of Heaith Care Facilities :

No. 7765 Fcf. 5PEROVED

STATEMENT OF DEFICIENCIES (X4) PROVIDER/SUPPLIER/CLIA (2} MULTIPLE GONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
; A. BUILDING:
THN7404 B, WING 07i36/2014

NAME OF PROVIDER OR SURPLIER

STANDING STONE CARE AND REHAB

. STREET ADDRESS, CITY, STATE, Z\P CODE

410 W GCRAWFORD AVENUE

MONTEREY, TN 38574

SUMMARY STATEMENT OF DEFICIENGIES

(X4) 1D T PROVIDER'S PLAN OF CORRECTION X6}
PREFIX (EACH DEFICIENCY MUS'T BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
N 000 Initiai Comments N 000
Alicensure survey and complaint investigation
#34710 were completed on July 28 - 30, 2014, at
Standing Stone Care and RerabrNodeficiencies .
were cited under Chapter 1200-8-6, Standards for
Nursing Homes.
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